Proceedings of the Royal Society of Medicine 6 "bubbly" from birth, and this persisted despite frequent extraction of mucus. Cyanotic attack developed at the onset of first bottle feed. CEsophageal atresia was excluded by passage of a catheter into the stomach. He remained bubbly and was transferred to St. Helier Hospital at 14 days of age. Onz admission.-General condition satisfactory. Left facial paralysis, probably upper motor neurone type. Recurrent attacks of laryngeal obstruction occurred as a result of rapid collection of saliva and mucus in the nasopharynx. Lipiodol introduced into the nasopharynx was promptly aspirated into the trachea, giving a generalized bilateral bronchogram. A neuromuscular defect was suspected and he was seen by Mr. L. F. W. Salmon, E.N.T. specialist, who confirmed that the baby had a right palatal and pharyngeal paralysis, and direct endoscopy showed paralysis of the right vocal cord.
Progress.-Up to 3 months of age mucus and saliva continued to collect rapidly, causing frequent recurrence of respiratory obstruction requiring aspiration every five to ten minutes. After this time aspiration was required less frequently, varying from twenty minutes or longer. up to 6/12 of age, when there was a marked improvement, but aspiration was still required four-hourly before feeds until 8/12 of age.
All feeds were given by tube up to this age, when it became possible for him to take increasing amounts from a spoon; clear sterile fluids were given initially but he progressed quickly to milk and semi-solids by 9/12 of age. His subsequent progress was satisfactory and he was discharged home aged 11/12, weighing 23i lb.
His development is normal and he is a robust and very active child. His condition was reviewed at 15/12 of age. Right pharyngeal paralysis persists. He weighed 28 lb. He swallows semi-solids most easily. He still chokes at times on liquids, and he has difficulty in swallowing any dry or solid food. Walking and talking well advanced.
Comment.-Initially this child's clinical condition was strongly suggestive of aesophageal atresia. After this)had been excluded the alternative diagnoses were: (1) Neuromuscular abnormalities.
(2) Tracheo-cesophageal fistula. (3) Sabre-defect in posterior laryngeal wall.
Investigation showed the presence of multiple cranial nerve palsies and it has not been possible to decide whether these were due to birth trauma or congenital failure of development. After this diagnosis the management became predominantly a nursing problem requiring constant attention for many weeks. Peripheral Dysostosis.-S. D. V. WELLER, M.D., M.R.C.P.
Male, aged 15 years. Elder child of healthy parents. Father below average height, having short feet with high arches, but neither parent shows signs of peripheral dysostosis, and sister is also normal. No significant past illnesses, but wore arch supports between ages 5 to 10 years.
Presented in May 1953 with complaint of fingers becoming misshapen for five months. Deformity had been painless except during rubella in March 1953.
On examination (aged 1 I years).-Rather adult facies. Spindle swelling of fingers with some deviation, particularly at first interphalangeal joints. Short great toes. Negligible disability.
X-rays.-Conical epiphyses showing irregular central fusion, with metaphysis tending to grow over the lateral epiphyseal margins. This feature most obvious in proximal phalanges of great toes and middle phalanges of fingers. Dense epiphyses on some distal phalanges (a normal variant) (Fig. 1) .
Progress.-Deformity has progressed painlessly Present state.-All epiphyses fused in hands and feet (Fig. 2) . Those previously normal have fused normally, as have those that were unduly dense. Abnormal epiphyses have fused, but look almost as if they have been absorbed into the clup which the metaphysis had previously formed about th2m. This has led to some obliquity at the interpha langeal joint. FiG. 2. Partial fusion has occurred at the knee epiphyses. All epiphyses are fusing prematurely and the patient has apparently stopped growing.
